Until the early 1980s biopsies of mediastinal tumours were performed exclusively under fluoroscopic control, following the report by Nordenstrom in 1967."q Computed tomography now has largely replaced fluoroscopy for this purpose as it allows accurate localisation of the lesion and depicts its anatomical relation to the large mediastinal vessels.56 Accidental puncture of the mediastinal vessels, which is not uncommon under fluoroscopic guidance,2 can be largely avoided with exact computed tomography guided planning of the biopsy route. In addition, the exact location of the needle tip in the target lesion can be reviewed before biopsy.
In 1986 and 1988 we described the techniques of supraparasternal and parasternal mediastinal sonography, which allows a considerable part of the mediastinum to be assessed. 78 with a 14 gauge cutting biopsy needle (Biopty-cut, Radiplast, Uppsala, Sweden) when tumour size and location permit. As the tip of the Biopty-cut needle is difficult to localise precisely (in millimetres), the large cutting needles should be used only for mediastinal tumours greater than 3 0 cm in diameter. Biopsies of tumours with a diameter of less than 3 cm are performed with a 20 gauge or 18 gauge needle (TSK Supra and Surecut, TSK Laboratories, Non-Hodgkin's lymphoma Percutaneous biopsy is highly accurate in the diagnosis of carcinomas of the mediastinum that have metastasised either from the lung or from extrapulmonary sites. As epithelial metastases are frequently highly cellular, even small tissue specimens are sufficiently representative to obtain an adequate diagnosis.
In general, the results of percutaneous biopsy of mediastinal lymphoma are not as satisfactory as those for carcinoma. In our series the correct histological diagnosis was reached in eight of nine cases of Hodgkin's lymphoma by identification of Reed-Sternberg giant cells in large tissue cores.9 In contrast, no definite histological classification was possible in two of three patients with nonHodgkin's lymphoma. This may be related in part to the large amount of reactive inflammatory or fibrotic tissue associated with or surrounding the lymphomatous masses. Pathological differentiation of mediastinal lymphomas and thymomas from a fine needle biopsy specimen and even from histological specimens is difficult. 
